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Thoracic Endovascular Repair by Chimney Technique for Aortic Dissection
with Malperfusion Syndrome
Han Cheol Lee,1 Hye Won Lee,1 In Sub Han,1 Jun-Hyok Oh,1
Kwang Soo Cha,1 Taeg Jong Hong1
1Pusan National University Hospital, Korea (Republic of)
[CLINICAL INFORMATION]
Patient initials or identiﬁer number. YSL
Relevant clinical history and physical exam. 74 years old female visited
emergency department with ongoing chest pain and radiating back
pain. Initial blood pressure was 180/90, heart rate was 69. She was a
current smoker with no family history and no personal history of
speciﬁc disease.
Relevant test results prior to catheterization. Computed tomography
showed type B aortic dissection from left subclavian artery to both
common iliac artery. Right renal artery had dynamic obstruction and
decreased blood ﬂow. So, we made right renal stenting selectively.
After 5 days, patient complain of both leg pain and color change. CT
Showed nearly collapsed true lumen in the infra renal aorta and both
common iliac arteries.
Relevant catheterization ﬁndings. We wanted to cover intimal tear with
stent graft in the descending aorta. But, proximal landing zone was
less than 15mm. Patient had left vertebral dominent system. We
prepared chimney technique.
[INTERVENTIONAL MANAGEMENT]
Procedural step. Left femoral artery and left brachial artery were
punctured. 0.035 inch lunderquist extra stiff wire was done in the
ascending aorta through left femoral artery. We inserted in the aortic
arch with 40x150mm and 38x150mm Seal stent graft(S&Gbiotech) to
cover intimal tear. But, stent graft covered left subclavian artery. We
made chimney technique with 12X70mm stent graft because of left
vertebral dorminant system. Malperfusion was much improved in the
distal aorta. But, left common iliac artery was compressed by false
lumen. We selected left common iliac artery and inserted 10X100mm
self expandable nitinol stent. Aortography showed good ﬂow for distal
aorta and both common iliac artery.Case Summary. We report a case of type B aortic dissection with
compromised renal and iliac arteries that were successfully treated
with thoracic endovascular repair percutaneous stent insertion. In
addition, we adopted the chimney technique due to short proximal
landing zone for preserving blood ﬂow to the left subclavian artery.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. YSK
Relevant clinical history and physical exam. A 74 years old male with
history of hypertension and dyslipidemia visited our hospital with
moderate ongoing anterior chest pain persisting more than 6 hours.
We performed primary coronary intervention (PCI) in the LAD. After
the intervention, the patient complained of an abdominal distension.
Relevant test results prior to catheterization. Huge abdominal aortic
aneurysm (84mm) with surrounding ﬁbrosis, calciﬁcation was detec-
ted on abdominal CT (Figure). There was no hydronephrosis and
bowel compression. We accessed inﬂammatory abdominal aortic
aneurysm.
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common iliac artery aneurysm (34mm), we made right internal iliac
artery coils emboliztion (Nester coil 20X150mm, 18X150mm,16X
150mm) and then endovascular aortic repair was done with Endurant
stent graft (Medtronic).
[INTERVENTIONAL MANAGEMENT]
Procedural step. We punctured left femoral artery, contralateral Balkin
sheath was used. 5Fr MP catheter put into right internal iliac artery
and then made 8 times coil embolization with (Nester coil 20X150mm,
18X150mm, 16X 150mm). We performed EVAR procedure with
Endurant stent graft after 1 week. Main body of Endurant stent graft
was advanced through right femoral artery, contralateral limb was
deployed via left femoral artery. Ipsilateral limb was deployed across
right ostium of internal iliac artery up to right common iliac artery
extendedly (Figure).
Case Summary. We prescribed prednisolone 1mg/kg after EVAR pro-
cedure, maintained during 3 months, and tapered prednisolone.
There was no endoleak and no expansion of aneurysm on CT after 6
month. General condition of patient was good.
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Rendezvous Technique to Recanalize a Calciﬁed & Occluded Radiocephalic
Arteriovenous Fistula
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 607300
Relevant clinical history and physical exam. A 33-year-old man came for a
12-hour history of totally occluded arteriovenous ﬁstula (AVF).
Past history: polycystic kidney disease with regular hemodialysis
since childhood and active smoker.
Physical examination: a radiocephalic forearm AVF with signs of
total occlusion (no pulsation, bruits, or thrills). There was a large
aneurysm of 4 cm in diameter at the proximal vein. Palpation noted
no bruits nor thrills.
Relevant test results prior to catheterization. The patient came for
emergent arteriovenous ﬁstula angiography. The angiography proce-
dure for a malfunctioning arteriovenous ﬁstula in our cath lab did not
require routine laboratory examination unless the patient presented
with fever or signs of infection at AVF.
Relevant catheterization ﬁndings. Vascular access: a retrograde puncture
at forearm cephalic vein with a 20 GA IV catheter. A 7-Fr sheath was
placed.
Diagnostic ﬁstulogram: total occlusion of radiocephalic AV ﬁstula. A
large aneurysm with calciﬁcation located at the proximal vein near the
AV junction (ﬁg1). The retrograde approach failed due to difﬁculty in
probing the exact location of AV junction. Antegrade approach was
established by direct brachial puncture and placement of a 6-Fr sheath
(ﬁg2 and ﬁg3).
